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During resettlement, the main burden of addressing refugee and asylum seeker health needs falls to primary care providers such as GPs and family physicians. [2] [3] [4] Although primary care services are delivered differently in each country, they generally offer 'entry into the health system for all new needs and problems, person-focused care over time, care for most conditions, and the coordination and integration of health care provided by others'. 5 Nevertheless, refugees and asylum seekers can struggle to access primary care services and services can struggle to provide them with appropriate care. Being 'outside their country of nationality' can contribute to difficulties related to language and cultural differences, limited health system literacy, and socioeconomic disadvantage; 'a fear of being persecuted' can contribute to complex mental health issues. [2] [3] [4] [6] [7] [8] Furthermore, the restricted healthcare rights of asylum seekers in different countries can limit service access. 9, 10 For primary care to be more responsive to the distinctive needs of refugees and asylum seekers, a better understanding is required of the specific difficulties they experience with services. 11 While perceptions of care are also influenced by personal expectations, listening primarily to narratives of experiences provides a stronger grounding in health services reality. 12 Although there have been studies describing individual experiences at health services, at the time of this study there were no peer-reviewed literature reviews available on this subject.
Therefore, the aim of this study was to describe and analyse what is known in the international, published literature about the experiences of refugees and asylum seekers concerning GP services in resettlement countries. This is to inform primary care service providers, planners, policy makers, and researchers.
METHOD

Study design
An international, peer-reviewed literature review was conducted using systematic literature search methodology 13 and narrative data extraction and analysis techniques.
14 Design was informed by descriptive metasynthesis methodology 'to collate and analyse existing data … [to provide] a more comprehensive and integrated description of the phenomenon not apparent from individual studies alone'.
Aim
To describe and analyse the literature on the experiences of refugees and asylum seekers using general practice services in countries of resettlement.
Design and setting
Literature review using systematic search and narrative data extraction and synthesis methodologies. International, peer-reviewed literature published in English language between 1990 and 2013.
Method
Embase, Ovid MEDLINE, PsycINFO, CSA Sociological Abstracts, and CINAHL databases were searched using the terms: refugee, asylum seeker, experience, perception, doctor, physician, and general practitioner. Titles, abstracts and full texts were reviewed and were critically appraised. Narrative themes describing the refugee or asylum seeker's personal experiences of general practice services were identified, coded, and analysed.
Results
From 8722 papers, 85 were fully reviewed and 23 included. These represented the experiences of approximately 864 individuals using general practice services across 11 countries. Common narrative themes that emerged were: difficulties accessing general practice services, language barriers, poor doctor-patient relationships, and problems with the cultural acceptability of medical care.
Conclusion
The difficulties refugees and asylum seekers experience accessing and using general practice services could be addressed by providing practical support for patients to register, make appointments, and attend services, and through using interpreters. Clinicians should look beyond refugee stereotypes to focus on the needs and expectations of the individual. They should provide clear explanations about unfamiliar clinical processes and treatments while offering timely management.
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Two investigators conducted the searches, extractions, and analysis with assistants. Discordant results were resolved by consensus.
Search strategy
The search strategy used five electronic databases covering primary health care and human experience literature: Ovid MEDLINE ® , Embase, CINAHL, PsycINFO, and CSA Sociological Abstracts. The search terms were a combination of refugee* or asylum seek*, and one of: doctor* or physician* or general practi*or experience* or perception*.
Inclusion and exclusion criteria
English language literature published between 1990 and 2013 was reviewed. Included was literature that collected primary data describing the individual refugee or asylum seeker's personal experiences of GP services in countries of permanent resettlement as defined by the UNHCR. 1 Excluded was literature that presented experiences of mixed populations broader than refugees and asylum seekers, literature that combined experiences of health services beyond general practice, and literature that collated perceptions of refugee or asylum seeker experiences from secondary agents. Critical appraisal of qualitative literature was conducted using the Letts et al Critical Review Form: Qualitative Studies (version 2.0). 16 
Data extraction and analysis
The full text of each paper was loaded into NVivo 9 software. Narrative themes of experience were identified de novo from each paper and coded by the investigators. Individual themes were clustered into key themes, which were then re-checked across all papers and synthesised to produce coherent findings.
RESULTS
From 8772 potentially relevant papers, 23 papers were included in the review ( Figure 1 ). The studies were conducted in the US, [17] [18] [19] [20] [21] [22] [23] Canada, 24 England, [25] [26] [27] Scotland, 28, 29 Ireland, 30 Netherlands, 31, 32 Norway, 33 Sweden, 34 Finland, 35 Switzerland, 36 New Zealand, 37, 38 and Australia. 39 Thirteen papers focused on refugees, three on asylum seekers, and seven combined both. Because of limitations in distinguishing clearly between the population groups in the data, the results are presented here as a combined group, hereafter known as 'refugees'.
The studies represented the experiences of approximately 864 individuals from 43 countries. Most studies combined multiple ethnic groups, while four studies focused exclusively on people from Somalia, 17, 19, 21, 38 and one each focused only on people from Bosnia, Ethiopia, Iran, Afghanistan, and Sri Lanka. 22, 24, 27, 31, 33 All selected studies used qualitative methods and collected data through interviews with individuals, families, or focus groups. Many used a grounded theory approach to analysis. No quantitative studies met the full inclusion criteria.
Four recurring narrative themes emerged from the literature: difficulty accessing services, language barriers, poor doctorpatient relationships, and problems with the cultural acceptability of medical care.
Access to services
Refugees described significant difficulties accessing GPs throughout the analysed literature. They struggled with a lack of
How this fits in
Although it is known that refugees and asylum seekers struggle to access and use general practice services in resettlement countries, there is limited published literature from the refugee perspective on the reasons why. This literature review collates, analyses, and synthesises what has been published in 23 papers concerning the experiences of 864 refugees and asylum seekers in 11 countries, to inform the delivery of general practice to this vulnerable population. knowledge about the health system 26 and described systems as complicated and difficult to understand. 21 Knowledge gaps included the role of the GP, 27 where to find a GP, 25 how to make an appointment, 19 and how to access out-of-hours primary care: 28, 29 'I hadn't even heard the word GP before you know!' 28 Refugees found it difficult to register at practices and to make appointments because of limited knowledge of processes and language barriers. 22, 25, 28 Registration and appointment making were facilitated with assistance from friends, family, support workers, and the NHS Health Board in the UK: 25, 27, 28 'If I don't have anybody to make the appointment for me I can't do it [myself].' 19 Refugees described difficulties with transport to and from services. 17, 19, 20, 38 They struggled with the costs of medical care, [17] [18] [19] [20] [21] [22] 39 especially medicines: 21, 28, 29 'I just find it very hard when I am sick, I can't afford to pay for a doctor.' 39 Sometimes access was limited by visa entitlements or insurance programmes. 22, 25 They also expressed frustration with waiting days to years for an appointment 22, 28, 29, 39 and with long waiting times in clinics. 18, 19, 27 Language barriers In relation to access, language barriers were commonly experienced. These included differences in spoken language, understanding written materials, completing paperwork, and problems with the use of interpreters: [18] [19] [20] [21] 25, 38, 39 'I don't feel satisfied when I can't understand my doctor.' 21 Although services at times provided professional interpreters, 17, 25, 28, 37 there was confusion about who was responsible for providing an interpreter. 20, 30 Problems occurred when interpreters were not available or when their use was denied: [18] [19] [20] 25, 27, 28, 30, 31 'If there is no (trained) interpreter and you cannot explain the problem how can you clarify the problem, how can you get quality care from the GP?' 30 Family members and friends were also used as interpreters. 17, 18, 20, 25, 30 The use of children was felt to be appropriate by some but inappropriate by others, especially when discussing personal matters. 25, 30 Refugees were concerned that interpreters were not re-telling their stories or explaining medical concepts adequately, 20, 26, 28 resulting in misdiagnosis or inappropriate treatment. 30 They expressed fears about personal information being passed on to others in the community: [25] [26] 28, 30 '… maybe he [the interpreter] doesn't say exactly what you feel. For example he might say that I feel mad when I feel depressed. It's not good for confidentiality as they talk too much in the community.' 26 Interpreter gender concordance facilitated communication; 19 however, some females did not seem troubled by its absence. 
Doctor-patient relationships
Refugees expressed concerns about doctors who did not seem interested in them, 19, 31, 36 ask about their past experiences, 23 Some felt unfairly stereotyped as a refugee or discriminated against as a migrant. 18, 21, 28, 29, 31 Some were afraid to go to a doctor because they felt unwanted or a burden on resources: 25 'Sometimes I feel they'll be fed up with me, especially a foreigner …' 25 Refugees appreciated doctors who spent extended amounts of time with them in history taking, physical examination, and explanation. 19, 21, 31, 32, 39 Continuity with the same doctor was helpful in building mutual familiarity and trust; 19, 25, 28, 29 they expressed dissatisfaction at being given a different doctor or interpreter at each visit: 25, 28, 34 'I used to go to [a former health centre] but I didn't like that. Cause I didn't see the doctor. Some refugees were confused when they did not understand why they were being physically examined in a particular way, 19, 21, 28 or not at all: 19, 20, 29, 31 'I was seen by four different doctors in the surgery … and none of them actually touched me to see what was wrong, to examine my throat; where it is sore.' 28 Some did not understand the nature of screening or diagnostic tests, 21, 28 or felt frustrated when results did not provide definitive answers to concerns: The provision of health education and advice was problematic when refugees did not understand, 29 or when treatment expectations were not met: 21, 29, 31 'They [healthcare providers] don't give me anything ... They tell me, drink water, eat food, take NyQuil ™ [cold-symptom relief]... They are supposed to provide me with something ...' 21 Psychological support from the GP in the form of encouraging the expression of emotions and counselling helped to acknowledge suffering and provided ways of relieving distress. 26, 36 Nevertheless, there was a perception that GPs sometimes offered unjustified psychological explanations for physical complaints: 31 'GPs think that we … always have psychological problems. That is not true. Of course we have suffered a lot of misery, but this is another story. A gallstone has nothing to do with a psychological problem.' 32 Prescription medicines were welcomed by many refugees, 19, 21 although some were disappointed when they were not prescribed antibiotics, particularly when antibiotics were readily available in their country of origin. 28 Sometimes prescriptions were seen as a replacement for serious professional attention: 29, 31, 32 'They gave me just antibiotics and didn't take time.' 29 Referrals to other health services were valued; however, limitations in the types of services referred to and delays in being referred to specialist doctors caused frustration: 22, 24, 26, 28, 31 ' [In Bosnia] if the primary care physician is giving you a referral for a specialist, you can go the same day to see the other doctor, the specialist. Then if you need to come back from the specialist to the primary care doctor you can do that ... This is one of the biggest problems here, that you don't have access.'
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DISCUSSION
Summary
In this review, four common and interrelated themes emerged concerning refugee experiences of general practice care: difficulties accessing services, language barriers, poor doctor-patient relationships, and problems with the cultural acceptability of medical care.
Refugees experienced a wide range of difficulties accessing GP services related to limited knowledge of how to access services, difficulties registering and making appointments, inadequate transport, and unaffordable service costs. Although provision of practical support and fee subsidies was beneficial, multiple strategies are required to address access difficulties.
Spoken and written language barriers were commonly experienced and had a significant impact across many aspects of care. Although refugees used professional interpreters, family, and friends to assist with communication, there were problems with their availability and concerns about accuracy and confidentiality. Gender concordance, trusting relationships, and using the same person to interpret at each visit were beneficial but did not fully negate the primary concerns.
The relationship with the doctor was problematic when the refugee did not feel valued or respected as an individual person. They preferred to see doctors who were friendly and welcoming; those who showed an interest in, listened to, and understood them; those who spent adequate time with them and with whom they developed trust. Stereotyping as a refugee, discrimination as a migrant, and cultural insensitivity were particular concerns of this population that needed to be addressed in the relationship.
The nature of clinical assessments and treatments were not well understood or accepted when pre-existing beliefs about health and expectations of health care were not met. Refugees preferred clinical assessment methods to be consistent with cultural expectations and explanations of unfamiliar processes and treatments. They welcomed education and lifestyle advice but not at the exclusion of prescription medicines or timely access to specialist doctors.
Of the three papers that focused exclusively on asylum seekers, the common themes included a lack of available interpreter services, inadequate cultural competency, and difficulties with the cost of medical care. 18, 35, 39 These themes were very similar to those expressed by the broader population of refugees. Further research studies focusing on the distinctive needs of asylum seekers may be helpful in understanding their unique experiences of care.
Strengths and limitations
The included papers used qualitative methods to describe a breadth of refugee experiences and were in sufficient quantity to identify and illuminate recurrent narrative themes. Although there was a wide range of participants from various ethnic groups in multiple resettlement countries, the limited number of papers did not allow for conclusions concerning the experiences of specific ethnic groups or country contexts.
Comparison with existing literature
The literature showed similarities with studies concerning refugee experiences of broader health services, particularly relating to language barriers and difficulties accessing health care. 40 Compared with non-refugee populations, refugees shared a common desire for GPs to be competent, informative, and humane. 31, 41 They experienced similar problems to other migrant groups in accessing health services, language and cultural differences, and doctor-patient relationships. 19, 42 Distinctive refugee experiences related to stereotyping and identity where refugees felt they were overdiagnosed with psychological conditions or felt they were an unwanted burden on health services on account of being a refugee. 25, 31, 32 Implications for research and practice Future research should include publishing more studies of refugee experiences of GP services in each of the settlement countries. Focusing on specific ethnic groups would assist to elucidate cultural differences. A 'grey' literature review of this subject would complement existing findings.
Mindful that each country has different healthcare systems and policies relating to refugees and asylum seekers, support should be given to refugees to better understand how to access GP services, and to be able to register, make appointments, and attend services. Support should be given to GP clinics to provide professional interpreters to patients when needed.
GPs should take care to look beyond refugee stereotypes, value the individual, and focus on his or her needs. They should provide clear explanations of unfamiliar clinical assessment processes and treatments while providing timely management that is mindful of patient expectations.
These findings have broader implications for medical education, professional standards, health system policies, and wider research to support the delivery of quality GP services to refugees and asylum seekers.
